Scleroedema is an uncommon disease primarily affecting the skin which becomes infiltrated by acid mucopolysaccharides. The onset of the illness commonly follows an upper respiratory infection and the disease tends to be self-limiting, the skin infiltration gradually clearing in a few months (Rook, 1954; Curtis and Shulak, I965) .
While in the great majority the skin alone is affected, there have been a few cases reported in which there has been systemic involvement.
This condition must not be confused with the more common 'scleroderma', which is a collagen disorder and also has systemic manifestations including myocardial involvement. In this condition, in contrast to scleroedema, the skin collagen becomes hypertrophied and condensed, and cardiac involvement, when it does occur, usually takes the form of an irreversible myocardial fibrosis.
We report a case of scleroedema in which there was evidence of myocardial involvement which subsequently resolved pari passu with clearing of the skin. This represents an unusual and potentially recoverable form of cardiomyopathy.
Case report
The patient was a 69-year-old housewife who developed a severe upper respiratory tract infection for which she was given a course of tetracycline. Two weeks later, she noticed a tense swelling of the skin of her face, neck, forearms, and hands. The swelling spread to the upper part of the chest and back. She was otherwise completely well. There was no significant illness in her past medical history, and in particular there was no angina or dyspnoea and her exercise tolerance was normal.
On examination there was tense induration of the skin of the face, neck (Fig. i) October 1967 i/i6o; on 6 November I967 I/320, suggesting preceding Para-influenza 3 infection. Progress She was treated symptomatically with simple emollient creams. The skin improved slowly and after a year there was no obvious thickening at any site. Eighteen months after the onset, the skin was normal (Fig. I) and the electrocardiogram showed significant improvement (Fig. 2) scleroedema who developed tachycardia and gallop rhythm with T wave inversion and prolongation of the QT interval on the electrocardiogram. These changes reverted to normal in three months. Curtis and Shulak (I965) described inversion of the T wave in V2 and terminal inversion in V3 and V4 which persisted for 3 months in a i6-year-old girl with the disease.
The evidence of cardiac involvement in our case consists of the widespread T wave inversion which resolved pari passu with the skin changes. The cardiographic changes were too widespread to be due to localized ischaemic changes. Moreover, she had no clinical evidence of ischaemic heart disease. The improvement of the electrocardiogram in a 70-year-old woman suggested that these changes were not due to degenerative causes expected at this age.
In the only necropsy reported (Leinwand, I95I) the myocardial fibres showed splitting, suggesting interstitial infiltration. No staining for acid mucopolysaccharides was carried out so the nature of the infiltrate remains a matter for speculation, but it seems likely that it is similar to the acid mucopolysaccharide infiltrate in the skin.
There is a similarity between the changes in this condition and myxoedema in which there is a mucinous infiltration of the skin and heart resulting in T wave changes and small voltage QRS complexes.
From the earlier case reports, it is evident that cardiac involvement in scleroedema may manifest itself as a pericardial effusion or as infiltration of the myocardium. It may vary in severity from being asymptomatic to causing death from intractable heart failure. The evidence of cardiac failure, post-mortem evidence of myocardial degeneration, and prolongation of the QT interval and gallop rhythm (Robinow, i963) are evidence that the electrocardiographic changes reflect heart involvement rather than merely being due to changes in skin conductivity as a result of the dermatological lesion. It is important to recognize this condition because it usually has a good prognosis, unlike most other forms of cardiomyopathy which are frequently fatal. We are grateful to Dr. 0. L. S. Scott for permission to report this case and to the Cardiographic Department of the Charing Cross Hospital for the electrocardiography. The dermatological aspects were discussed at the Dermatology Section of the Royal Society of Medicine at the onset of the disease (Johnson, Ikram and Scott, I968 
